in his introductory paper discussed problems of retention and stability arising in full denture prosthesis. He showed how various surgical procedures for the
correction of abnormalities of the hard and soft tissues of the mouth can be of the greatest assistance to the prosthetist. In the paper which followed, Mr. Downton dealt with the problems raised by Mr. Lee from the surgical standpoint.
Mr. D. Downton: Five operations which are used to obtain the requirements of the prosthetists were described. They are in order of sequence: (i) Tuberosity and flabby ridge reduction. (ii) Removal of denture hyperplasia. (iii) Epithelial inlay-by the technique described by Professor H. Bjorn of Malmo Dental School in his film. These techniques are at present being published in the Proceedings of the British Society for the Study of Prosthetic Dentistry (Downton, 1957) . (iv) Frenoplasty-see Lee and Downton, 1958. (v) Bone graft to alveolus.
Bone graft to alveolus.-In the type of case I shall describe, one finds a very thin and frail ridge, which is markedly undercut. The commonest site is in the incisor and canine region of the maxilla, and not infrequently it appears to have been associated with an old denture carrying the six upper front teeth fitted, or at one time fitted, to the gum. These ridges are usually very tender, even to finger pressure.
To remove these undercuts surgically means the reduction of the alveolar ridge and consequent loss of the sulcus, which we are trying to preserve. It would seem, therefore, that the correct approach is to preserve what alveolus there is, and at the same time to increase its width by building out the undercut.
Several writers, including Thoma (1952), have described the use of various materials, including tantalum gauze, which can be used for this purpose, but it is generally agreed that autogenous bone is the best. The main contra-indication for its use, however, is the difficulty of obtaining it, and that it is best inserted from an extra-oral approach.
For the past two or three years I have been taking bone from the opposite jaw and inserting it under the periosteum in the undercut region, thus building it out. This has been done by the intra-oral approach. Clinically we have obtained very good results, and patients have been wearing dentures satisfactorily for the past two years on these ridges. In these cases, there has usually been marked alveolar loss in both maxilla and mandible, and when operating on the maxilla I have removed the posterior portion of the mylohyoid ridge (Downton, 1954) on both sides, together with that portion of attached muscle. This has been minced to a paste, and inserted under the periosteum which has been lifted off the undercut ridge to form a tunnel, by inserting a sharp periosteal elevator through vertical incisions on each side of the undercut (Figs. 1, 2, 3, 4A and B, see p. 6861 ). I learned that the packing out had to be taken to excess. There was a certain amount of resorption after the operation, which continued for about six weeks. Clinically the ridge then appeared to be firm and static and dentures were made.
Earlier this year I wondered if it would be possible to X-ray these grafted areas, and with the help of Mr. Poyton of the X-ray department, Eastman Dental Hospital, we have been able to take X-rays when the graft has been in the incisor region. In the few we have X-rayed, in the maxilla there appears to be a remodelling of the ridge with new bone deposition ( Fig. 5A and B, see p. 6861 ).
In the mandible when a similar condition presents, I have used bone from the tuberosity region which, of course, has no muscle attached to it, obtaining a clinical result which is equally good, but radiographically the bone chips seem to disappear and are apparently replaced by fibrous tissue. Clinically this technique has been used for the past three years on some 30 patients, and it has produced very good results.
